Background: Clinical screening for basic social needs-such as food and housing insecurity-is becoming more common as health systems develop programs to address social determinants of health. Clinician attitudes toward such programs are largely unexplored.
H ealth care systems are increasingly interested in addressing patients' "social needs," [1] [2] [3] [4] [5] defined by basic resource needs such as safe housing, healthy food, or transportation. Social needs put patients at higher risk for poor health outcomes, [6] [7] [8] and are a source of frustration and suffering for patients that complicate care delivery. 9, 10 Thus, social needs may serve as actionable indicators of adverse social determinants of health. Implementation of uniform social needs screening tools is increasing, especially as programs become better able to address social needs through referrals to social needs services. [11] [12] [13] [14] A growing list of health system leaders see social needs screening and resource referral as a standard of care to improve population health. [15] [16] [17] However, it is unclear based on the little published evidence [18] [19] [20] whether clinicians on the front lines of health care systems are supportive of such programs.
As health care systems implement tackling social needs, clinicians will likely be responsible for documenting and addressing them, among other roles not traditionally their responsibility. It is not known whether providers see themselves as the appropriate workforce for implementing social needs screening and interventions, or what utility they see in expanding the scope of medical care to include social factors. While evidence is emerging via small studies in one or 2 physician specialties, 21, 22 less is known about how provider attitudes toward addressing social determinants of health differ across care settings and professions.
We surveyed health professionals-including physicians in various specialties, nurses, case managers, social workers, and pharmacists-working across various care settings and clinical sites to better understand clinicians' current practices regarding social needs screening, barriers to such screening, and attitudes toward adoption of programs that address social needs as a standard part of clinical care.
METHODS

Participants and Setting
We surveyed physicians, nurses, case managers, pharmacists, and social workers from the 14 medical centers within Kaiser Permanente Southern California (KPSC), a large integrated health system. All medical centers included share a common electronic health record. These clinicians care for a patient population that is racially/ethnically diverse, representative of the population of Southern California, and ∼10% of whom have Medicaid insurance or are uninsured. The sample included clinicians with patient care responsibilities. Physicians surveyed represented the fields of internal medicine, pediatrics, family medicine, emergency medicine, and psychiatry and practiced in either the inpatient or outpatient setting.
Survey Administration
Clinicians were either approached in person during staff meetings to consent to complete a paper version of the survey or they were invited to participate via a standardized email invitation to an electronic version of the consent form and survey. Study investigators explained the goals of the survey and, if clinicians agreed, they consented to and completed the survey. No financial or other incentives were provided. Given that the survey collected no identifiable information and we relied on the surveys for demographic information on participants, no information on nonresponders was obtainable for the study to compare them with responders. The Kaiser Permanente Southern California Institutional Review Board reviewed and approved the study as exempt due to minimal risk.
Measure Development
Surveys were designed to gather descriptive information and were developed by an iterative consensus process with input from clinicians, researchers, and experts in social needs screening. Survey items were revised with input from 47 clinicians (majority physicians) who took part in hour-long indepth focus groups in which facilitators asked questions similar to those in the provider survey. 23 A full copy of the survey is included in the online Appendix (Supplemental Digital Content 1, http://links.lww.com/MLR/B673).
Measures
Clinician characteristics including health profession, race/ethnicity, practice setting, and number of years in current practice were collected. Survey items asked clinicians the degree to which they agreed or disagreed with statements about their current practices screening for social needs, awareness of resources to address social needs, confidence in their own ability to help patients address their social needs, barriers experienced to screening for social needs, and attitudes toward the potential usefulness of social needs information and whether social needs were beyond appropriate scope of care or ought to be integrated as standard of care (measured as categorical variables with 5 possible values on a Likert scale).
Statistical Analyses
We used χ 2 tests or Fisher exact tests, students t tests, and tests of proportions to examine differences in clinician responses by participant characteristics including health profession, care setting, years in practice, demographics, and clinician perceptions of social need prevalence among their patients. All analyses were carried out using STATA 13 (StataCorp, College Station, TX).
RESULTS
Of the clinicians invited to participate in the study, 258 (27%; 154/700 physicians invited and 104/263 nonphysicians invited) agreed to participate and completed most or all of the survey. Among the participants, most did not identify as white, had been in practice for 10 years or more, and practiced in outpatient care settings (Table 1) . Eighty-two percent (210) agreed or strongly agreed that social needs were an issue for most of their patients.
Regarding attitudes toward social needs programs, 84% (215) of respondents, agreed or strongly agreed that screening for social needs should be a standard part of clinical care (Fig. 1) . Seventy-three percent (186) considered such screening within the scope of health care services. Large majorities of respondents either agreed or strongly agreed that information about social needs could be used to improve trust (93%, 239), communication with patients (96%, 247), and care overall (95%, 244).
Only about a fifth (23%, 59) of clinician respondents indicated that they always ask patients about their social needs, and similar proportions reported that they always review information on social needs available in the patient chart (22%, 55) or use information about patients' social needs in medical management (35%, 87). Likewise, only 41% (106) of respondents agreed or strongly agreed that they were confident in their ability to help patients address their social needs, and 21% (53) expressed concern that patients will feel uncomfortable answering questions about their social needs.
Barriers to social needs screening most commonly identified were lack of time to ask and lack of resources to address any social needs identified, identified by 60% (152) and 50% (128). Lack of training and lack of comfort in asking patients about social needs were the least prevalent barriers (Fig. 2) .
Asked which health professions would be best suited to screen for and address social needs, responding clinicians (20) most commonly chose social workers (94% said they should screen, 92% said they should address social needs), case managers (84% screen, 86% address), primary care providers (50% screen, 70% address), and registered nurses (44% screen, 55% address). Sixty-three percent of respondents (163) reported that their own health profession was best suited to screen for social needs. Seventy-three percent (188) of respondents indicated that medically complex, high utilizing patients were appropriate social needs screening populations. Roughly half (55%, 142) indicated that patients with one or more chronic medical condition should be screened. Forty-five percent (115) said that all patients should be screened for social needs. Nonphysician respondents were more likely than physicians to think that social needs were an issue for most of their patients (90.3% vs. 76.4%, P = 0.02). Nonphysician respondents were more likely to report that they were aware of resources to address social needs (64% vs. 45%, P = 0.03) and were more likely to agree that they were confident in their ability to help patients address social needs (51% vs. 34%, P = 0.03). Nonphysician respondents were also more likely to endorse concerns that patients will feel uncomfortable answering questions about social needs (29% vs. 15%, P < 0.01). The only noted barrier to screening for social needs that differed between physician and nonphysicians was a lack of time to ask, which was endorsed as a substantial barrier by 70% of physicians versus 47% of nonphysicians (P < 0.001). Nonphysician and physician respondents had similar rates of disagreement with a statement that collecting social needs information was beyond the scope of health care (Table 2) .
Clinician respondents practicing exclusively in the outpatient setting more often agreed that lack of time to ask about social needs (79.3% vs. 47.9% providing inpatient care, P < 0.001), lack of training in how to respond to social needs and lack of resources to address social needs identified (59.5% vs. 42.5%, P < 0.01) were major barriers compared with clinicians in other settings. These outpatient clinicians were also less likely to agree that they were confident in their ability to help patients address their social needs (31.5% vs. 48.6%, P < 0.01).
DISCUSSION
In this multisite survey of clinician attitudes toward screening and addressing social needs, a majority of respondents support such programs as a standard part of clinical care and a majority reported that social needs were an issue for their patients. However, most clinicians in our study did not consistently screen for social needs despite nearly two thirds indicating their particular health profession was best suited to screen for social needs. The most cited barriers to screening included lack of time and resources, and a sizable proportion identified factors such as lack of training and staff support as significant barriers.
We found differences by health profession in attitudes, with physicians less likely to think that social needs were an issue for their patients and less confident in their ability to address their social needs. Clinicians who worked exclusively in the outpatient setting more often indicated time and resource constraints were barriers than respondents in other settings.
Our findings have implications for health systems considering implementing or standardizing programs to identify and address social needs. The results demonstrate that most clinicians support addressing social needs in principle and see potential benefits to their patients. However, they also recognize barriers that would need to be addressed to make implementation of such programs practicable. These barriers also have implications for the patient populations that can practicably be screened (ie, all patients vs. just those with complex needs, tailoring based on neighborhood or sociodemographic risk factors, etc.). There are also mixed perceptions about which health professions and care settings are best suited for screening, making social needs everyone's problems to solve without clarity on how to do so efficiently as a coordinated health care team. In addition to seeking clinician buy-in, these findings suggest that health systems interested in implementing social needs programs should take steps to account for the time, resources, professional scope, and other structural factors that currently prevent clinicians from addressing social needs.
The study's limitations include its response rate, especially among physicians relative to nonphysicians. Although the proportion of respondents was consistent with previously reported online surveys of clinicians, 24, 25 it still raises the possibility of nonresponse bias. Reassuringly, our sample had a similar average length of employment to the overall KPSC workforce and similar race/ethnicity breakdown and rates of exclusively outpatient practice to previously published studies involving KPSC provider samples. The results may not generalize to other health systems or settings with different financial incentives, care processes, or institutional cultures. Likewise, at the time of the study, none of the sites involved had standardized social needs screening and referral programs in place. Although measurement items were vetted by content experts, our survey tool had not been previously validated because no published surveys to date had reported evidence on attitudes and common barriers to social needs screening and intervention programs. Future studies should examine differences in attitudes and barriers toward social needs across different health systems to examine structural predictors of clinician perceptions.
CONCLUSIONS
Clinicians across health professions and care settings reported that (1) social needs were prevalent among their 
